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Background: The Cultural Formulation Interview (CFI) in the DSM-5 is a person-

centered instrument for systematically appraising the impact of sociocultural factors

in psychiatric assessment. The CFI has been shown to be feasible, acceptable, and

useful in various clinical contexts. However, to this date there is only one published

report describing the use of the CFI with patients with eating disorders.

Aims: To explore the potential benefits and challenges of utilizing the CFI in the

assessment of eating disorders.

Methods: As an addendum to an ongoing qualitative study about barriers to

treatment for eating disorders for individuals with a migration background in

Sweden, we utilized the CFI in the assessment of adult patients (n=8) in specialist

eating disorder treatment. Interview data were analyzed employing a thematic

analysis framework. Participants provided feedback using a standard form for

evaluation of the CFI.

Results: Certain CFI questions proved especially meaningful in this context. In

response to the CFI question about patient explanatory models, previously

unrecognized ideas about causation emerged. These included perfectionism—

a known risk factor for eating disorders—based on immigrant parents’ career

expectations and experiences of strict family control over life choices. In

response to the CFI questions on cultural identity and its impact, the

participants provided rich descriptions including important themes such as

religion, racism, and ambiguities associated with being a second-generation

immigrant. The final CFI question, eliciting concern about the patient-clinician

relationship, revealed numerous examples of prejudice and unfamiliarity with

migrant groups among healthcare providers.

Implications: The CFI can be useful in the assessment of patients with eating

disorders and should be further explored as a standard tool in specialist eating

disorder services.
KEYWORDS

anorexia nervosa, bulimia nervosa, binge eating, culture, migration, perfectionism,
religion, racism
frontiersin.org01

https://www.frontiersin.org/articles/10.3389/fpsyt.2024.1371339/full
https://www.frontiersin.org/articles/10.3389/fpsyt.2024.1371339/full
https://www.frontiersin.org/articles/10.3389/fpsyt.2024.1371339/full
https://www.frontiersin.org/articles/10.3389/fpsyt.2024.1371339/full
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org
http://crossmark.crossref.org/dialog/?doi=10.3389/fpsyt.2024.1371339&domain=pdf&date_stamp=2024-04-12
mailto:mattias.strand@ki.se
https://doi.org/10.3389/fpsyt.2024.1371339
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/psychiatry#editorial-board
https://www.frontiersin.org/journals/psychiatry#editorial-board
https://doi.org/10.3389/fpsyt.2024.1371339
https://www.frontiersin.org/journals/psychiatry


Strand et al. 10.3389/fpsyt.2024.1371339
1 Introduction

Eating disorders such as anorexia nervosa, bulimia nervosa, or

binge eating disorder used to be seen as conditions that mostly

afflict White women from socioeconomically privileged

backgrounds (1), to the extent that, occasionally, eating disorders

have been described as a uniquely Western “culture-bound

syndrome” (2). More recently, this stereotypical view has been

challenged by research findings demonstrating that eating disorders

affect people from all parts of society, regardless of gender, ethnicity,

or socioeconomic background (3). Eating disorders give rise to a

substantial global burden of disease (4, 5) and are becoming more

common worldwide (6), not least in East and Southeast Asia (7).

Unfortunately, there is little research on the impact of migration on

the development of eating disorders and on treatment seeking.

Need for such research is evident from a recent Swedish study,

which showed that disordered eating is substantially more common

among individuals born abroad—especially so among migrants

from Asia and Africa—compared to the Swedish-born population

(8). The same was found to hold true for individuals with parents

born in another country (the so-called “second generation”) and

individuals residing in a neighborhood with a large proportion of

migrant residents. Even so, individuals with a migration

background are clearly underrepresented in Swedish specialist

eating disorder treatment; a pattern that is also observed in other

parts of the Global North and that has been described as an “eating

disorders blind spot” (9).

Sociocultural differences in how patients and clinicians think

about and make sense of health and illness can contribute in raising

barriers to effective communication, assessment, and treatment

planning in the clinical setting. The cultural components that

synergistically shape our mental models—such as gender, age,

ethnicity, language, socioeconomic status, educational

background, and religious beliefs—may also hinder insight into

the lived experiences of others, give rise to misunderstanding, and

negatively affect the establishment of rapport and trust. Failing to

recognize and address such barriers can ultimately result in poor

treatment adherence, negative outcomes, and prolonged illness. The

Cultural Formulation Interview (CFI), included in the fifth edition

of the Diagnostic and Statistical Manual of Mental Disorders (DSM-

5), is a person-centered instrument for systematical appraisal of the

impact of cultural factors on the clinical encounter (10). The core

component of the CFI comprises 16 open-ended questions related

to the respondent’s cultural understanding of health and illness;

sociocultural identity, stressors, and resources; cultural aspects of

coping and help-seeking; and the patient-clinician relationship.

There are also 12 supplementary modules that can be used to

address topics relevant for specific populations, such as children

and adolescents, the elderly, or migrants and refugees. The CFI has

proven to be a feasible, acceptable, and useful tool for exploring

cultural context and identifying treatment barriers in various

clinical settings (11–13). For example, in the field trials preceding

the inclusion of the CFI in the DSM-5—including 318 patients and

75 clinicians over 11 sites in six countries—patient ratings of

feasibility, acceptability, and clinical utility were positive, with

mean overall results for all three outcomes scoring 1.26–1.33 on a
Frontiers in Psychiatry 02
scale ranging from -2 to 2 (11). However, the potential role of the

CFI in the assessment of eating disorders is currently

poorly understood.

To the best of our knowledge there is only one published

research article reporting on the use of the CFI in patients with

an eating disorder: an Israeli case report describing two Israeli-

Ethiopian adolescent girls presenting with restrictive eating (14). In

this study, the CFI was found useful in elucidating certain cultural

aspects of the patients’ symptomatology, such as a notion of the

stomach—rather than the heart or the head—as an epicenter of

emotions in Ethiopian folk psychology.

The present study was designed as an addendum to an ongoing

qualitative study about barriers to treatment for eating disorders for

individuals with a migration background in Sweden. The aim of the

study was to explore the potential benefits and challenges of

utilizing the CFI in the assessment of eating disorders in this

patient group. More specifically, the study objectives were:
a) To examine whether using the CFI in a specialist eating

disorder treatment setting would contribute useful

information that had not previously been addressed.

b) To explore if any of the CFI questions would prove to be

particularly difficult to understand and/or answer for

the participants.
Furthermore, we had also hoped to be able to formally assess the

participants’ views on feasibility and acceptability of the CFI,

utilizing a standard research instrument for evaluation. However,

due to the relatively small number of participants, no firm

conclusions in this regard can be drawn. We nevertheless provide

a summary of these quantitative data as an indication of how our

participants experienced the CFI.
2 Materials and methods

2.1 Participants

To be eligible for inclusion in the study, participants had to be

≥18 years of age, have a history of being treated for an eating

disorder, and self-identify as having a migration background, as

belonging to a minority ethnic group, or as being a person of color.

Participants were recruited with the help of advertisements in

various formats in receptions and waiting rooms at the

outpatient, day treatment, and inpatient wards of the

participating specialist services. Patients enrolled in Internet-

based treatment were also informed about the study and invited

to participate. Furthermore, clinicians were encouraged to inform

eligible patients about the study and ask them if they were interested

in participation. The stated purpose of the study was twofold: i) to

explore barriers to treatment for eating disorders for individuals

with a migration background in Sweden in an open-format semi-

structured interview, and ii) to explore the potential benefits and

challenges of utilizing the CFI in the assessment of eating disorders

in the same group. Participants could choose to partake in either or

both interviews; all chose to partake in both. The present article
frontiersin.org
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reports the findings from the CFI part of the study. Interviews were

conducted with eight adult participants (seven women and one

man; mean age: 35 years, range: 18-46 years) who were currently in

treatment, waiting to resume treatment, or who had at the time of

the interview recently ended their treatment contact at one of the

government-run specialist eating disorder services, either in

Stockholm or Gothenburg. In terms of migration background,

one participant had immigrated to Sweden as an adult, three had

immigrated as children with their families (sometimes referred to as

the “1.5 generation”), two were born in Sweden to immigrant

parents, and two were transnational adoptees who had come to

Sweden as young children. The participants and/or their parents

had migrated from seven different countries in Sub-Saharan Africa,

the Middle East, South or East Asia, the former Soviet republics, and

South America.
2.2 Procedures

Using the authorized Swedish translation of the CFI (15),

individual interviews lasting between 25 and 50 minutes were

performed. A real-life clinical approach was taken with regards to

instrument fidelity, allowing for rephrasing of the questions

according to the individual participant’s style of communication

without altering the intended meaning and purpose. All interviews

were digitally recorded and transcribed verbatim. The transcripts

were pseudonymized by omitting or altering potentially identifying

details, such as names, country of birth, and occupation.

The CFI Debriefing Instrument for Patients (11), which has

previously been translated to Swedish and slightly adapted (16), was

used to evaluate the participants’ perceptions of clinical utility,

feasibility, and acceptability.
2.3 Analysis

The transcribed interview data were analyzed employing what is

sometimes called a codebook thematic analysis approach (17),

combining the methodological framework outlined by Braun and

Clarke (18) with elements of conventional qualitative content analysis

(19). In choosing this approach, the aim of the analysis was to

describe important themes elicited by the CFI questions rather than

to theorize. In an iterative process, the data was first read and re-read

and initial ideas for coding categories and overarching themes were

drafted. Second, the transcripts were coded and labelled according to

a ‘bottom-up’ principle, avoiding preconceived ideas about topics that

might prove to be meaningful in the participant narratives. Third, the

categories were grouped into themes. Due to the highly structured

nature of the CFI, themes were not identified across the interview

questions; instead, we chose to use the 16 CFI questions as an

overarching thematic framework and to identify meaningful

themes within each question. In doing this, we focused on

identifying those questions that elicited information of potential

relevance to assessment and treatment. No predefined criteria (such

as a specific number of participant statements needed) were applied

in determining what would constitute a separate theme; instead,
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meaningful clusters were identified and developed inductively by

analyzing patterns in the data elicited by each CFI question. Fourth,

the themes were reviewed and reworked using mapping techniques in

order to achieve an optimal structure for describing the data. Finally,

illustrative pseudonymized quotes were chosen and the findings were

presented and contextualized.
2.4 Reflexivity

During the interview phase of the study, MS (the author

conducting the interviews) continuously reflected on his own

position vis-à-vis the participants, the study context, and the research

questions. These reflections were recorded in the form of “field notes”.

Importantly, a form of instant reflexivity is also built into the CFI, since

the last CFI question specifically addresses potential misunderstandings

arising from differences between the sociocultural background of the

interviewer and that of the interviewee. An obvious aspect that may

have affected the interview situation is MS’s role as White male

clinician-researcher interviewing patient-participants mostly

identifying as persons of color about topics related to cultural

identity, migration, “in-betweenness”, and racism. When this

dynamic was explicitly addressed, participants would typically

acknowledge that it might potentially affect their willingness and

ability to talk openly on these subjects, but that the study setting and

the non-rigid nature of the interview procedure helped in establishing a

situation in which they could feel safe and reasonably comfortable.

Some of the participants specifically mentioned that they had chosen to

contribute to the study because they saw the study aims as important

and personally meaningful; this would also help to create an open

atmosphere during the interviews. Also, MS has previously worked as a

clinician at one of the specialist services where interviews were

conducted. However, only one of the participants had been in

treatment long enough to recognize this and it is unlikely to have

affected the interview. None of the authors were involved in the

treatment of any of the participants at the time of the study.
2.5 Ethics and preregistration

This study was conducted in accordance with the ethical

standards of the Helsinki Declaration of 1975, as revised in 2008.

The study was approved by the Swedish Ethical Review Authority

(Nos. 2021-05935-01, 2022-06457-02, and 2023-03817-02). Written

consent was obtained from all participants. The study protocol has

been preregistered on the Open Science Framework (osf.io/acfdy).
3 Results

A schematic summary of the themes identified for each of the 16

CFI questions are shown in Table 1. Some of the CFI questions

clearly contributed more than others in elucidating aspects of

potential relevance to the assessment and treatment of the

participants; these questions are marked with a “✓” in the table

and discussed in more detail below.
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3.1 Question 2: describing the problem to
family and friends

3.1.1 Clinical description of an eating disorder
Most participants stated that they would use formal diagnostic

terminology or a clinical description of an eating disorder when

describing their problem to family and friends, similar to how they

would describe it to a healthcare provider. Some of them even made

a point of being frank about their problem and not letting shame or

stigma prevent them. However, many were uncertain whether

people in their community would actually understand what

they meant:
Fron
“I don’t think my family members even know what an eating

disorder is. I couldn’t say that. I wouldn’t know what to say.
tiers in Psychiatry 04
Repetitive vomiting? But that would also be difficult to understand.”
3.2 Question 4: exploring ideas
about causation

3.2.1 Perfectionism
A recurring theme in participants’ ideas about what had

contributed in causing an eating disorder was perfectionism:
“Early in life there was this hyper-focus on achievements and

being good and not making mistakes. And to perform

academically. And then, for me, food became a weakness. Even

though I know intellectually that you need food because you need
TABLE 1 Cultural Formulation Interview questions and themes.

CFI question† Themes Notes

1 Describing the problem • Clinical description
of an eating disorder

2 Describing the problem to
family or friends

• Clinical description
of an eating disorder

Important for participants to “own” the diagnosis, but relatives would not necessarily understand
✓

3 Identifying the most
troubling aspects

No distinct patterns

4 Exploring ideas
about causation

• Perfectionism
• Lack of control
• Sociocultural
meaning of food

Sociocultural meaning of food only mentioned by a few, but proves important for more when
specifically asked for

✓

5 Exploring ideas about
causation among family
or friends

• Immaturity May be used to take away control (see question 4): “If you can’t even eat, you’re not mature
enough to make decisions about your life” ✓

6 Identifying supportive factors No distinct patterns Participants describe a general lack of support

7 Identfying stressors • Economy
• Unhealthy body
ideals among relatives

For example, relatives constantly engage in body talk and exhibit disordered eating behaviors, but
do not label this as an eating disorder ✓

8 Discussing cultural
background and
cultural identity

• Religion
• “In-betweenness”
• Experiences of
racism
• Professional identity

Most participants initially experience the question as difficult, but they can then readily go on to
provide rich and nuanced answers

✓

9 Impact of cultural identity on
the current problem

• Stigma among other
migrants
• Finding a partner

For example, expectations of not engaging in recreational premarital dating means that you need
to always “look your best” in order to attract “the right one” when the time is right ✓

10 Other problematic impact of
cultural identity

No distinct patterns

11 Identifying
coping mechanisms

No distinct patterns

12 Discussing past help seeking No distinct patterns

13 Identifying barriers to
help seeking

• Economy (same as
question 7)

Many other relevant barriers identified in a separate longer interview, but not here

(Continued)
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Fron
energy and fuel in order to perform even better.”
Notably, this was often discussed in relation to parental

expectations. Several participants explained how knowing that

their parents had gone through hardships in order to be able to

migrate and create a new life for themselves in Sweden made them

feel a pressure—explicit or implicit—to succeed and make the

parents’ struggle worthwhile:
“To become a doctor, something high-status, an engineer.

Everything is about that. Not that I really know what I want

to do, but they’re still pushing me in that direction.”
This feeling would also sometimes be coupled with experiences

of having to work harder than their non-migrant peers in order to

succeed in school or at work, due to lack of support or

discrimination and racism. Furthermore, some participants would

refer to culture in a more general sense:
“Early in life there was this hyper-focus on achievements and

being good and not making mistakes. And to perform

academically. And then, for me, food became a weakness. Even

though I know intellectually that you need food because you need

energy and fuel in order to perform even better.”
“Everything needs to be perfect. Perhaps that’s also a cultural

thing, that you need to be a perfect mother, a perfect colleague, a

perfect friend, a perfect girlfriend. And look good and have a nice

clean home. No bad habits. A good salary.”
There were also descriptions of ‘high-performance culture’ at

work or in peer groups contributing to feelings of inadequacy:
tiers in Psychiatry 05
“It was the people I hung out with. For example, when I was

younger I had … All my friends would have a minimum of two

master’s degrees. Everybody went to [Swedish top university].”
3.2.2 Lack of control
Several participants described feelings of lack of control in

different areas of life as a contributing factor, turning food and

eating in to an arena where a sense of rigid control could be

regained. The perceived lack of control would often involve real-life

experiences of relatives being in charge of important choices about

their future:
“This culture of honor defines my life. Life choices, how I want to

live my life. If I’d like to move away [to study]—no, I can’t move.

Because a girl who isn’t married can’t move. It’s probably not

shameful, but it doesn’t look good.”
One participant also mentioned how this aspect had made her

less motivated to seek treatment and try to get better:
“There’s this thought that I’m still not going to be in charge of my

life. Why am I even doing any of this? [ … ] This tiny bit of

control that I have over my life. Compared to the control my

family has over me.”
3.2.3 Sociocultural meaning of food
There were very few mentions of sociocultural aspects of food

and eating in the participant responses. Only one participant

brought this up, describing how her parents’ and grandparents’

experiences of growing up in poverty and starvation gave food a
TABLE 1 Continued

CFI question† Themes Notes

14 Discussing preferences
for help

No distinct patterns

15 Discussing suggestions from
family or friends

• Religion
• Visit country of
origin
• Usual “dad wisdom”

Typical “helpful” comments from relatives, such as “you just need to eat”, “have a banana!”, etc.
that most patients with an eating disorder can report

✓

16 Addressing misunderstandings
in the clinical encounter

• Discrimination
• Downplaying racism
• Pressure from non-
White therapists
• Lack of insight into
other cultures
• Pressure to break
with family

This question did not elicit many accounts of misunderstandings during the present interview,
but clearly prompted participants to discuss previous experiences

✓

frontiersin
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special significance in her family that she now felt contributed to

tendencies of binge eating:
Fron
“Food was something that brought everybody together and you

couldn’t say no. There was always lots of food on the table when

we ate.”
3.3 Question 5: exploring ideas about
causation among family or friends

3.3.1 Immaturity
Several participants mentioned that they had never before

reflected upon what their relatives might see as the cause behind

their problem. A recurring theme was experiences of being seen as

an immature adolescent, even though all participants were adults.

Notably, this would sometimes be used as an argument for family

control of over important life choices as described above:
“Many times, my family and other people in my life have used my

vulnerability to control me. You know: ‘Well, you obviously can’t

handle this yourself, so I’ll tell you what choices to make

instead.’”
3.4 Question 7: identifying stressors

3.4.1 Economy
Financial matters were often perceived as a stressor.

Interestingly, many participants would spontaneously discuss this

as a barrier to help seeking (forestalling question 13). Lack of money

could, for example, prevent participants from improving their

eating behaviors:
“As long as I’m home, I eat or drink strained tomatoes, I eat

salad. It would have been nice with more fruit, but we can’t

afford it. It’s like … The variety of foods—fish, for example, that

I’d like to eat, that I know is good for me—it’s just not an option.

We can’t afford it.”
Others mentioned concern for the family’s economy as a reason

for not involving parents in treatment:
“Not the eating disorder as such, but being in treatment, as I said.

I thought a lot about how to get better without affecting my

parents’ jobs and their economy.”
tiers in Psychiatry 06
3.4.2 Unhealthy body ideals among relatives
A couple of participants mentioned that relatives in their

country of origin were constantly engaged in body talk and

exhibited disordered eating, although the relatives did not label

this as an eating disorder:
“My parents are very body conscious. [… ] So there has been a lot

of focus on food and on the body. Both my parents aim to lose

weight. It’s very important.”
3.5 Question 8: discussing cultural
background and cultural identity

All participants experienced the question about cultural

background and cultural identity as difficult. However, after

hearing it twice or having briefly discussed what was meant by

these terms (including, for instance, reiterating the examples of

aspects of cultural identity given in the question), they could all

produce rich and nuanced accounts.
3.5.1 Religion
A recurring theme when discussing important elements of the

participants’ cultural identity was religion and spirituality:
“I was raised Catholic. But I’m not so… [… ] What’s important

to me is faith. To believe in something. It has helped me several

times when I’ve felt that ‘God, I’m losing it’. I’ll call upon the

Universe. I have Indian background too—both in the United

States and in Venezuela. I mean, both Wayuu and the Indians

there. In my family, we often talk about Mother Earth and all

that, from my dad’s side. Which makes it my belief too.”
Many participants specifically mentioned that their own

religiosity had been molded in dialogue with and as a protest

against the stricter religious views of the parental generation:
“I’m not super big on religion, but I do have a secure faith in God.

I’ve had a hard time understanding religion. When I was little, it

was so associated with cultural things, which faith isn’t for me. It

was like: ‘God will punish you if you do this, God doesn’t like it

when you do that.’ And I just: ‘But what kind of God is this, why

should I believe in this God? It’s no good.’ But since I’ve gotten

older, I found a faith in God beyond religion. And that’s what I

think is so nice about religion, that you can search within and see

what you feel and believe in.”
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Importantly, all participants that brought up religion as a vital

aspect also said that this theme had not been addressed by their

therapists, even though their religious faith was clearly a source of

support in times of distress.

3.5.2 “In-betweenness”
A sense of in-betweenness associated with belonging to multiple

cultural spheres (“mellanförskap” in Swedish) was mentioned by

most participants. Those who had grown up in Sweden as children

to immigrant parents described how they had constantly had to

navigate liminal spaces and negotiate belonging. For some, this was

mostly seen as positive; as a mobility of the self that allowed them to

tap into resources from different spheres:
Fron
“Because I am Swedish, I feel Swedish, I think Swedish, whatever

that is. But I also care a lot about my family and I respect them.

So it’s like: I want to live my own life, but I also want to do good

for my family. It’s like being in-between.”
“I suppose that if I had been raised in Malaysia, I would be more

religious than how it is now. But I’m Swedish, I grew up in Sweden,

I’ve gone to a Swedish school and everything, and my values are

Swedish. With elements of… I think that religion, for me, is more

about deep values, sort of like how you treat others and what kind

of person you are—being good, being generous. But being Swedish

is more about how you view society, how you think about what’s

ok and not.”
However, this state of in-betweenness could also be experienced

as a barrier to inclusion or as demanding and conflicted:
“I understand why my parents … I understand why they chose to

live in the heart of the city, why they chose those schools, I

understand it intellectually but I feel like I’ve missed a huge part

of my culture and that I’ve missed the natural community I would

have had if we had lived where other Nigerians live. So I’ve always

felt this in-betweenness.”
“You have to live somewhat of a double life when you have

immigrant parents. And I have a lot of relatives who really live

double lives. I mean, they’re somebody completely different with

their parents compared to when they’re out of the house. [ … ] I

accept their rules for the time being. But then when I have my

own life, they can’t tell me to change.”
3.5.3 Experiences of racism
Many participants mentioned experiences of racism and

othering as integral part of their cultural identity:
“Where I grew up, it was like this: If I opened my mouth and said

that I was adopted, I got an OK stamp. Then I was excused,
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looking like I do. If I didn’t, I was a f-ing immigrant and you

didn’t want that. The human hierarchies were so sharp. So I

learned to say, quick as hell: ‘Hi, I’m Cecilia and I’m adopted.’ So

twisted. One long apology: ‘Sorry that I look like this, but I’m like

you. I also eat meatballs with lingonberries.’”
Some of them would play down these experiences as not being

such a big deal, but they were nevertheless mentioned as an element

of cultural identity:
“I’ve heard some ‘ching chong’ stuff. I have, but not that much.”
Similar to the theme of religiosity, those who described

experiences of racism as important said that this had not been

addressed by their therapists.
3.5.4 Professional identity
Several of the participants mentioned their professional identity

as an important facet of cultural identity, sometimes for lack of

other sources of pride and self-confidence:
“My job is really the only thing in my life that’s been sort of my

guiding light. Something that nobody can take from me. That I

created myself, that I can control, that nobody else can … [ … ]

At work, I can let go of regular Isaac and be Isaac the

professional. I have a framework, I know what’s expected of

me, I know what to do, and I don’t need to think about anything

else.”
“I’ve never felt like I was enough of anything, in any context. But

perhaps that’s why being a psychologist became extra important

to me, because that role was mine, I had fought for it myself. And

I think that’s why the crisis hit me so bad last year. Because I felt

like I didn’t know who I was if I couldn’t work. So I think my job

has always been a huge part of my identity. Unfortunately.”
This theme was also clearly linked to the tendency for

perfectionism described above; discussing professional identity,

one participant even asked herself:
“Could always performing well be one’s cultural identity?”
3.6 Question 9: impact of cultural identity
on the current problem

3.6.1 Stigma among other migrants
Lack of knowledge about and stigmatization of mental disorders

were mentioned by several participants:
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“It’s about my heritage, that I’m from the Congo. Spending time

with my fellow countrymen and keeping up the … When there

are get-togethers, cultural festivals, and different events—that

just came to an end because I’ve felt bad. And you don’t get the

same kind of understanding. Mental distress doesn’t exist in that

sphere. For them it’s … If you’re bleeding or you break a bone,

then you feel bad. That’s illness.”
“My parents would probably have preferred it if nobody knew

that I have an eating disorder, at least. I think the first step for

them was: ‘Do you really need to see a psychiatrist?’ and yada

yada yada. But the next step is: ‘Ok, do what you got to do, but

must everybody really know it?’ So I’m currently working on

overcoming those feelings of shame.”
For some, experiences of ‘fat stigma’ was specifically associated

with being a part of a migrant community:
“I have three Swedish friends that I’ve known for a long time, 15

to 20 years. But my other 20 friends are Russian speakers from

different countries. And then there’s this expectation that you

should be thin and pretty and perfect in every way. [ … ] You

should always be perfect, never be weak, always look pretty. It’s a

woman’s responsibility to look good all the time. And looking

good also means having a perfect body. If not, you’re half a

woman or something.”
3.6.2 Finding a partner
A couple of participants mentioned how being affected by

honor-based family culture meant that appearance and body

consciousness carried a special significance for them, based on the

notion that they did not have many shots at finding a partner:
“It’s a way of thinking that my parents taught me, that you can’t

date, you can’t have more than one boyfriend and the one you

meet is who you should be with for the rest of your life. And then I

felt: ‘Ok, how am I going to find Mr Right, the potential partner

that I want and that actually wants me back?’ Then I got to look

good. If I’m going to find a good partner in the future, I have to

look good.”
3.7 Question 15: discussing suggestions
from family or friends

3.7.1 Religion
Ideas among relatives about religious cure were mentioned by

several participants. This could be seen as thoughtful, especially so
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when turning to religion was not brought up as an explicit

suggestion but rather modelled as a potential resource:
“I know that my mom prayed a lot for me. Not that I think it

helped. [ … ] But I know that my parents care about me

enormously.”
On the other hand, it could also be experienced as annoying

and humiliating:
“And there was actually an ex-partner or an ex-boyfriend who

was very … He gave a lot of support and showed a lot of

compassion for me and my feelings and thoughts and all that.

But there was also a lot of pressure about ‘God will help you’. So

I’ve heard a lot of that.”
“My mother has mentioned a few times that she spoke to a priest

and he told her I’m too far from God and stuff like that. [ … ]

Sometimes she’ll say, half-jokingly, but I still think there’s a part

of her that believes it: ‘A demon has gotten into my girl, who are

you?’, things like that. Because she usually says that I was such as

happy little girl, as a kid. [… ] Perhaps she somehow really thinks

that I’m too far away from God or that there’s a demon inside of

me or something.”
3.7.2 Visit country of origin
A couple of participants had relatives who had suggested that

visiting their country of origin would bring about much-needed

change for them. However, none of them actually ended up

travelling there:
“I knew it would be good. But I’m not sure it’s that good when

you’re thinking about suicide and need the kind of healthcare

that I can’t get in Nigeria. Where I don’t even really know the

language—I know it, but not that well. [ … ] But I was ready to

leave. We were checking for tickets and everything. But I think I

said to my mom: ‘But what do I do if I become suicidal while I’m

there?’ And then she was also kind of scared and it was like: ‘Oh

God, you’re right. What do we do then?’”
3.7.3 Usual “dad wisdom”
Several participants described how parents—typically their

fathers—had mostly suggested simplistic solutions, such as “have

a banana!”, that showed them that they did not truly comprehend

the seriousness of an eating disorder:
“My dad was like: ‘Well, you just got to eat healthy, exercise, and

everything will be fine.’ He still says that. ‘Just eat good, exercise
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—and if you exercise, eat more.’ [ … ] I think he believes that’s

the greatest advice ever. He’s been telling me for a month.”
3.8 Question 16: addressing
misunderstandings in the
clinical encounter

This question did not elicit many accounts of misunderstandings

during the present interview, but clearly prompted participants to

discuss previous experiences in specialist eating disorder treatment

and other healthcare settings.

3.8.1 Discrimination
A couple of participants described outright discrimination from

healthcare providers. For example, one woman had on several

occasions been sent home from the emergency ward with what

turned out to be serious illness, experiences she ascribed to

racial prejudice:
“And then he was like: ‘Nah, it’s nothing to worry about. I think

you’re exaggerating a little bit. [… ] You just need to rest. It’s all

in your head.’ It’s not! I feel bad mentally because I’m in so much

pain! And it’s not only me it’s happened to. I don’t know what to

do about it. I can’t emphasize my symptoms, because then it’s

like: ‘Immigrants, they’re so dramatic!’ And I can’t just tell them

how I feel, because then they don’t take me seriously. Even though

I’m very good at communicating my needs.”
One man described how staff would sometimes offer him less

support, based on stereotypes of Black men as tough

and unemotional:
“I’m older, I’m from another part of the world, and I don’t always

get the same kind of support as other patients. They get more help

or [the staff] are more compassionate towards them. Maybe they

expect me to be able to handle certain things. [… ] It might make

them perplexed, kind of like my looks don’t match what’s inside

of me.”
3.8.2 Downplaying racism
Some participants described that previous therapists had

ignored or downplayed experiences of racism that had affected

their psychological well-being. This had prompted them to

specifically seek out therapists of color, since they felt that many

White therapists did not understand or appreciate the impact

of racism:
“When I talk to friends whose parents are from Nigeria, for them

it’s really important to find a therapist who can relate. For me, as

long as I get the help I need I don’t care who you are. Sure, I had a

period when I was 27 or 28 or something when I felt like: ‘Oh
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God, Swedish people’—I mean White people—’they just don’t get

it.’ So I looked specifically for a Black therapist.”
3.8.3 Pressure from non-White therapists
There were also a few mentions of how non-White therapists

had occasionally made participants feel singled out in treatment.

For example, one participant described how a medical doctor had

acted as if her migrant background would somehow make it less

difficult for her to grapple with an eating disorder:
“But [my physician] told me when I was there, he just: ‘I’ll be

frank with you: the majority of these Swedish girls we see here,

they’re not going to get much better. But I believe in you. You feel

like the kind of girl who…’ It was like he was sort of ‘behind the

scenes’ with me. He felt some type of connection or community

with me because I’m also of a foreign background. It was as if I

were the first [non-Swedish person] he had seen there.”
3.8.4 Lack of insight into other cultures
A couple of participants had experienced that previous

therapists lacked a general insight into cultural differences:
“They have a hard time even imagining that somebody else’s life

can be different from their own. And of course I’ve encountered

that in healthcare too. I had a therapist once who thought that

everybody’s lives look the same in all countries. That the

languages differ, but that the system is always the same. [ … ]

And it was very difficult talking to him, because he took it for

granted that everybody else lived the way he did. And he couldn’t

even fathom the possibility that they might not.”
3.8.5 Pressure to break with family
A couple of participants had felt pressured by therapists to rebel

against honor-based family culture and break with their families,

reflecting a simplistic view of honor culture and an underestimation

of the importance of migrant family networks as support systems:
“The solution has often been oversimplified by therapists. [ … ]

The simplify the solution, that it’s supposedly easy to just follow

your own path and break [with the family] and move away and

all that. That’s how I’ve felt.”
3.9 The CFI debriefing instrument
for patients

Quantitative analysis of the participants’ evaluations of the CFI

showed that they experienced it as a useful, feasible, and acceptable
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instrument. For the factor Clinical Utility, ranging from -2 (i.e., least

useful) to 2 (i.e., most useful), the mean answer was 1.1 (SD=0.8).

For the factor Feasibility, also ranging from -2 (i.e., least feasible) to

2 (i.e., most feasible), the mean answer was 1.7 (SD=0.3). For the

factor Acceptability, ranging from 0 (i.e., least acceptable) to 10 (i.e.,

most acceptable), the mean answer was 8.3 (SD=1.1). No single

question was perceived as particularly difficult by any participant in

the formal evaluation.
4 Discussion

The findings from this study, exploring the role of the CFI as a

tool in the assessment of eating disorders in eight adult patients

with a migration background, indicate that the CFI can be a feasible,

acceptable, and useful instrument in working with this patient

group. With the help of the CFI, a number of relevant aspects of

the participants’ experiences were identified, including associations

between perfectionism and the migrant condition, the importance

of religious faith as support in times of distress, and the impact of

racism and discrimination. Some of the CFI questions more

consistently prompted a discussion of various sociocultural

aspects of the participants’ lives that were potentially relevant to

assessment and treatment, whereas other questions did not produce

any distinct patterns.

Ideas about perfectionism as an important causal factor were

evident in the interviews, in response to the CFI question 4.

Perfectionistic strivings (i.e., setting high standards for oneself)

and perfectionistic concerns (i.e., fear of making mistakes and of

negative evaluation) are both well-known risk factors for the

development of eating disorders (20), although they can also be

described as transdiagnostic factors relevant to a broader range of

mental disorders (21). Some participants described how being

immersed in a ‘high-performance culture’ at work or in peer

groups contributed to feelings of inadequacy. This was also linked

to professional identity as an important element of the participants’

cultural identity. It can be noted that athleticism and dieting have

become important lifestyle markers of career success in

contemporary Sweden as well as in many other parts of the

world. Whereas business leaders of the past smoked cigars and

played golf, successful professionals of today who wish to display

their status participate in ultramarathons, adhere to intricate fasting

regimes, and equate overweight in employees with poor self-

discipline (22). Importantly, however, our participants also clearly

linked striving for perfection with their experiences as migrants or

as children of migrants. They described being told from an early age

about the many sacrifices that their parents had made in order to be

able to migrate to Sweden and start a new life, often including loss of

previous social position and downward mobility. In order to make

the decision to migrate “worth it”, our participants experienced a

strong pressure—in the form of both personal high standards and

parental expectations—to succeed academically and to pursue a

career in a high-prestige profession. Moreover, in order to achieve

this success, many participants felt that they had to work harder

than their non-migrant peers, due to a lack of resources or

expectations of failure. This element of the migrant experience is
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certainly not new (23, 24); in this context, however, it means that

individuals with a migration background may be even more

susceptible to the impact of perfectionism as a risk factor for the

development of eating disorders, given the specific associations

between migranthood and striving for perfection. Addressing

migrant experiences of striving for success may very well prove

useful in the treatment of an eating disorder.

Previous Danish research has highlighted the CFI question 8

and the two subsequent questions—focusing on the meaning and

impact of cultural background and cultural identity—as particularly

abstract and difficult to understand for patients and healthcare

providers alike (25). In the present study, all participants also

reacted with some perplexity to question 8, asking for it to be

repeated or explained in more detail. However, after hearing it twice

or having briefly discussed various aspects of cultural identity, they

could all produce rich and nuanced accounts without much ado.

Question 8, when allowing for clarification and illustration beyond

the verbatim content of the CFI, was clearly helpful in elucidating a

number of crucial but previously neglected elements of the

participants’ lived experience, including the importance of

religiosity and faith, existing in a state of “in-betweenness”, and

being a victim of racism.

Religion and spirituality has previously been highlighted as a

potentially important resource in coping with and recovering from

an eating disorder (26). Even so, it is well known that clinicians

often feel uncomfortable with discussing religious matters with their

patients (27), perhaps especially so in a country such as Sweden that

has often been described as highly secular. Our findings point to

religion and spirituality as a neglected aspect of patients’ lived

reality. Importantly, individuals who consider religiosity a vital

aspect of their cultural identity often do not adhere to secular

privatized and compartmentalized notions of religion as something

that happens only on Fridays, Saturdays, or Sundays, for instance;

instead, spirituality is typically viewed as an integral part of what it

means to be human, to relate to other people, and to live a healthy

life. From this perspective, failing to address religiosity in clinical

encounters may signal a lack of interest in the patient and become a

barrier for communication and trust building (28). In the present

study, those participants who brought up religion as a vital part of

their cultural identity hardly subscribed to a distinctly cosmocentric

worldview (29) by which gods, spirits, and ancestors take center

stage—often, they would explicitly denounce what they saw as an

excessive and conservative religiosity of the parental generation in

favor of a more personal and open-minded spirituality of their own.

Nevertheless, religion was important for them. Addressing

religiosity in treatment may improve clinician-patient rapport and

prove useful in identifying new avenues for psychosocial support; it

could also, as evident from some of the participant narratives, reveal

unhelpful ideas about sinfulness, lack of personal agency, etc. that

need to discussed and problematized.

Numerous theories accounting for the state of in-betweenness

experienced by many migrants and individuals belonging to

minority groups exist in the literature, including the “third space”

of Homi K Bhabha (30), various takes on “Caribbeanness” and the

creole (31–33), the “new ethnicities” theorized by Stuart Hall and

others (34, 35), the scholarship on intersectionality initiated by
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Kimberlé Crenshaw (36), and so on. A feature common to many of

these accounts is the emphasis on in-betweenness as something-in-

itself, a novel and unique state of being beyond any simplistic ideas

of métissage or hybridity as a salad bowl of discrete sociocultural

categories. Many of the participants in this study had clearly

embraced the fairly recent Swedish word for in-betweenness,

“mellanförskap”, and used it to describe what they saw as a vital

aspect of their cultural identity. In their narratives, the liminal state

of in-betweenness was depicted as a resource, a burden, or a little bit

of both—mostly, however, it was described as a fact of life.

Sometimes participants saw in-betweenness as a positive resource

in their lives, valuing the potential for other ways of relating to the

world aside from those of the Swedish majority population or of the

parental generation. At other times, it could be a nuisance, such as

when having to negotiate between parental expectations and the

norms of the Swedish society or when not being regarded as a “real”

Nigerian for having grown up in an affluent neighborhood with

mostly White peers. Observations such as these are reflected in the

literature on experiences of children of immigrants, who may often

take upon themselves the task of acting as an informal translator

between the parental generation and the host society, being familiar

with “both worlds”. This responsibility may be unproblematic for

some, but there is also an obvious risk that it may contribute to an

ambiguity within the family system that undermines normal

parental authority, producing feelings of alienation and

incapability in both parties (37).

Another theme that emerged in various ways throughout the

interviews were experiences of racism and discrimination.

Interpersonal and internalized racism are known to be associated with

negative mental health outcomes such as anxiety, depression, psychosis,

and substance use (38, 39), possibly mediated though an increase in

allostatic load. Moreover, structural racism has profound negative

impact on many social determinants of mental health, such as

household income, employment, education, housing and food

security, neighborhood characteristics, etc. (40). Exposure to racial

discrimination has also been shown to contribute to disordered eating

behaviors, such as overeating and loss-of-control eating (41). Many of

our participants described experiences of racism in the Swedish society

as something that had shaped their view of themselves and their cultural

identity. Some also described flagrant and potentially fatal examples of

discrimination and racism in healthcare, which they had not previously

discussed with others than friends and family. Notably, the CFI question

16—addressing misunderstandings in the clinical encounter—clearly

prompted participants to discuss previous experiences in healthcare

settings, not just the current interview situation. The CFI can evidently

be a valuable tool in identifying and addressing experiences of

discrimination and racism in healthcare.

Several participants also discussed how honor-based norms and

expectations affected them and their mental health. A recent Swedish

survey found that 17% of adolescent girls and 8% of adolescent boys

in Stockholm live in an honor-based family context (42), subjecting

them to psychological, physical, sexual, and economic violence and

severely limiting their life choices. Our participants reported that

feelings of lack of control in different areas of life, mostly due to

honor-based expectations, contributed to disordered eating by

strengthening the perception of food as the only available arena for
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self-determination. An alarming finding was also that disordered

eating would be seen as a sign of immaturity by family members, thus

becoming yet another reason for removing control from the

participants’ lives. However, the theme of honor also emerged in

responses to the CFI question 16, where participants described how

therapists sometimes had a very limited understanding of honor-

based family dynamics, expecting them to be able to easily “break

free”. The Swedish survey referenced above clearly points to

simplistic stereotypes—such as describing parents as “monsters” or

viewing honor-based violence as “inherent” to certain migrant or

religious groups—as a major barrier to help seeking for those affected

(42). It is evident from our findings that honor-based norms may

negatively impact eating behaviors, but therapists must be able to

address this without demonizing families or turning to racial

prejudice if they wish to create an environment in which patients

feel safe to open up about their experiences.

With one exception, there is a notable absence of reflections upon

the cultural significance of food and eating from the participant

narratives elicited by the CFI. This mirrors what might be described

as a lack of interest in the social and cultural aspects of food in much

eating disorder research, where eating pathology is typically

conceptualized as a maladaptive coping mechanism in response to

affect dysregulation (43), similar to self-injurious behaviors or

substance use, and where food as culture is merely a curiosity (44).

An exception to this is the budding field of research on cultural

adaptations of eating disorder treatment (45, 46), which usually

involve considerations regarding acculturation, family dynamics,

and food as care. It may be noted that when participants were

explicitly asked (in a separate, broader interview) about cultural

aspects of food and eating in their family or their country of origin,

almost all affirmed that this had played a role for them in the

development and maintenance of eating pathology. Apparently, the

CFI does not adequately capture these cultural aspects in the

assessment of disordered eating; if a clinician wishes to explore this

theme in more detail, separate questions should be asked.
4.1 Trustworthiness and rigor

This study adds to the very scarce literature on utilizing the CFI in

the assessment of patients with eating disorders. The author who

performed the interviews has long experience of working with the CFI

and regularly trains healthcare staff in using the instrument, ensuring

close familiarity with the interview situation; however, this also means

that the findings cannot be taken as guidance on how to implement

the use of the CFI in specialist eating disorder services for staff who are

previously unfamiliar with the instrument. A further strength is that

much effort was put into identifying and counteracting barriers for

participants to feel safe and to be able to provide a full narrative during

the interviews, as described in the section on reflexivity above.

There are also limitations that may affect the interpretation of

the findings reported here. The study involves relatively few

participants and should primarily be viewed as a pilot study

rather than as a more definitive exploration of the potential role

of the CFI in the assessment of eating disorders. Of course,

qualitative research does not require specific sample sizes in order
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to produce meaningful and useful results (47); even so, we certainly

expected to recruit more participants for this study. The fact that we

were only able to recruit eight participants over a time period of 18

months reflects a relative absence of patients with a migration

background in Swedish specialist eating disorder treatment, despite

a substantial burden of disordered eating in this group (8).
4.2 Implications for the future

This pilot study indicates that the CFI can be a feasible,

acceptable, and useful instrument in working with patients with

eating disorders. Considering the rich and clinically meaningful

narratives provided by our study participants, it is surprising that

there are not more reports of the CFI being utilized in the assessment

and treatment of eating disorders. One possible reason is the fact that

persons of color and individuals with a migration background are

relatively underserved in specialist eating disorder treatment (8, 9),

diminishing the perceived need for an instrument that focuses on

sociocultural aspects. Importantly, the CFI is not meant to be used

solely in situations where the clinician/interviewer and the patient/

interviewee appear to differ markedly in terms of cultural

background; there may very well be relevant cultural aspects that

need to be identified and addressed even when clinicians and patients

appear to share the same overt cultural identity (10). Even so, our

experience is that the CFI is unfortunately often used mostly with

patients that are seen as “different” in terms of ethnicity or

nationality, in much the same way that culture is often seen as

residing in “the Other”. As described above, the present study was

designed as an addendum to a larger ongoing qualitative study about

barriers to treatment for eating disorders for individuals with a

migration background in Sweden. However, exploring the CFI as a

clinical tool in the assessment of patients identifying as belonging to

theWhite Swedishmajority population would also be of great interest

—this could also potentially contribute to nuancing the picture of the

usefulness of the CFI for broader groups.
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12. Jarvis GE, Kirmayer LJ, Gómez-Carrillo A, Aggarwal NK, Lewis-Fernández R.
Update on the cultural formulation interview. Focus (Am Psychiatr Publ). (2020) 18:40–
6. doi: 10.1176/appi.focus.20190037

13. Aggarwal NK, Chen D, Lewis-Fernández R. If you don’t ask, they don’t tell: the
cultural formulation interview and patient perceptions of the clinical relationship. Am J
Psychother. (2022) 75:108–13. doi: 10.1176/appi.psychotherapy.20210040

14. Grundman Shem-Tov R, Zubery E, Loevy Hecht N, Latzer Y. “A full stomach”:
culturally sensitive diagnosis of eating disorders among Ethiopian adolescents in Israel.
Isr J Psychiatry Relat Sci. (2018) 55:22–30.

15. American Psychiatric Association. Kulturformuleringsintervjun enligt DSM-5®.
Stockholm, SE: Pilgrim Press (2018).

16. IdarWallinM,DahlinM,Nevonen L, Bäärnhielm S. Patients’ and clinicians’ experiences
of the DSM-5 Cultural Formulation Interview: A mixed method study in a Swedish outpatient
setting. Transcult Psychiatry. (2020) 57:542–55. doi: 10.1177/1363461520938917

17. Braun V, Clarke V. One size fits all? What counts as quality practice in (reflexive)
thematic analysis?Qual Res Psychol. (2021) 18:328–52. doi: 10.1080/14780887.2020.1769238

18. Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol.
(2006) 3:77–101. doi: 10.1191/1478088706qp063oa

19. Hsieh H-F, Shannon SE. Three approaches to qualitative content analysis. Qual
Health Res. (2005) 15:1277–88. doi: 10.1177/1049732305276687

20. Stackpole R, Greene D, Bills E, Egan SJ. The association between eating disorders
and perfectionism in adults: A systematic review and meta-analysis. Eat Behav. (2023)
50:101769. doi: 10.1016/j.eatbeh.2023.101769

21. Limburg K, Watson HJ, Hagger MS, Egan SJ. The relationship between
perfectionism and psychopathology: A meta-analysis. J Clin Psychol. (2017) 73:1301–
26. doi: 10.1002/jclp.22435

22. Johansson J. “Sweat is weakness leaving the body”: A study on the self-
presentational practices of sporty top managers in Sweden. Stockholm SE: Stockholm
Business School Stockholm Univ. (2017).

23. Kao G, Tienda M. Optimism and achievement: the educational performance of
immigrant youth. Soc Sci Q. (1995) 76:1–19.

24. Kristoffersson E, Hamberg K. “I have to do twice as well” - managing everyday
racism in a Swedish medical school. BMC Med Educ. (2022) 22:235. doi: 10.1186/
s12909-022-03262-5
25. Lindberg LG, Carlsson J, Kristiansen M, Skammeritz S, Johansen KS. The

Cultural Formulation Interview—Generating distance or alliance? A qualitative study
of practice changes in Danish mental healthcare. Transcult Psychiatry. (2022) 59:740–
55. doi: 10.1177/13634615211065617
26. Mitra B, Archer D, Hurst J, Lycett D. The role of religion, spirituality and social

media in the journey of eating disorders: A qualitative exploration of participants in the
Frontiers in Psychiatry 13
“TastelifeUK” Eating disorder recovery programme. J Relig Health. (2023) 62:4451–77.
doi: 10.1007/s10943-023-01861-0

27. Cook CCH, Sims A. “Spiritual aspects of management.,”. In: Bhugra D, Bhui K,
editors. Textbook of cultural psychiatry. Cambridge University Press, Cambridge, UK
(2018). p. 472–81.

28. Nissen RD, Andersen AH. Addressing religion in secular healthcare: existential
communication and the post-secular negotiation. Religions. (2022) 13:34. doi: 10.3390/
rel13010034

29. Kirmayer LJ. Psychotherapy and the cultural concept of the person. Transcult
Psychiatry. (2007) 44:232–57. doi: 10.1177/1363461506070794

30. Bhabha HK. The location of culture. London, UK: Routledge (1994).
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